Introduction: Suicide is a serious social problem of global and national significance. Although Poland is a country with a relatively low suicide risk, it is the cause of death of several thousand people every year, roughly the same number as those who perish in road accidents. Aim of the research: To trace the number of suicidal deaths in the Lubelskie Region over a period of 11 years, and to analyse the breakdown of suicides and the tendencies of this phenomenon in the macroregion.
Introduction
Suicide is a serious social problem of global and national significance. Although Poland is a country with a relatively low suicide risk, it is the cause of death of several thousand people every year, roughly the same number as those who perish in road accidents. Suicide rates in Poland are average, and the country ranks in the middle of the list in global suicide statistics, with about 15 suicides per 100,000 people [1] .
Suicide, as a social problem, must be perceived as a manifestation of negative phenomena and even social pathology [2] . It is a dynamic phenomenon that changes with time, a complex problem triggered by both social and individual factors.
One of the objectives of suicidology is to explain suicide attempts in the context of a diverse range of factors: demographic, economic, political, social, psychological, and biological. Finding the causal relationships between distinct factors and suicide enables the suicidologist to prepare forecasts. The ultimate goal of such an analysis is to provide a scientific foundation for preventive programmes that could reduce the extent of this tragic phenomenon [2] .
In pathology prevention it is important to define the level of exposure to a given phenomenon, and also to determine a group of people, an area, or community, in which a given pathology is the most prevalent [3] . A number of programmes for suicide prevention focus on providing early assistance to people most at risk due to mental disorders or psychological crises they experience as they face difficult life situations. Mental health promotion programmes may be one way to prevent suicide, as they provide assistance in acquiring the ability to make personal progress and manage negative life events [4] . It is therefore essential to analyse this phenomenon over time, as it allows the identification of current risk groups and the suicidogenic factors at play in society.
Aim of the research
The objective of this paper is to trace the number of suicidal deaths in the Lubelskie Region over a period of 11 years, from 2000 until the end of 2010, and to analyse the breakdown of suicides and the tendencies of this phenomenon in the macroregion.
Material and methods
The data were obtained with the permission of the Lublin Provincial Police Commander from the Lublin Provincial Police Headquarters. The data included the statistics of suicidal deaths from 1 January 2000 to 31 December 2010 in the Lublin Macroregion. The data were subjected to statistical analysis focussing on age, sex, place of residence, education, the method of committing suicide, and the causes of suicidal behaviours.
Results and discussion
The initial step in the data analysis was to determine the total number of suicides in the respective years and to compare it with the data for the whole of Poland (Table 1, Figure 1 ). By means of the statistics provided by the Central Statistical Office and the Statistical Office in Lublin, the mortality rate was calculated, which allowed the subjective evaluation of the dynamics of suicidal deaths in the Lublin region as well as in Poland [5] [6] [7] [8] . The analysis of the line chart comparing the value of the mortality rates in the Lublin region and in Poland indicates a slightly decreasing tendency among the suicidal rates in the whole country as compared to the increase in suicidal deaths in the Lublin Region. The analysis of two extreme periods -the years 2000 and 2010 -shows the direction of the phenomenon of suicides under examination. For the Lublin region the mortality rate in 2000 was 11.7, while in 2010 the number of suicidal deaths increased to 13 people out of 100,000 residents. The opposite tendency can be observed in Poland, where the mortality rate in 2000 was 13 people per 100,000 residents, while in the period until 31 December 2010 the number of suicidal deaths fell to approximately 8 people per 100,000 residents. The deviation of the value of the mortality rate in particular years slightly differs from its average rate (Lublin region -SD = 1.7; Poland -SD = 1.72), whose value is comparable for the Lublin region and Poland (Lublin Region -M = 13.47; Poland -M = 11.47). The year 2003 had a different influence on both groups of variables. In this period of time, there was an increase of suicidal deaths in the Lublin Region from 13 people per 100,000 residents in 2002 to approximately 16 people per 100,000 residents. At the same time, in Poland there was a slight decrease in the number of suicidal deaths by 1 person per 100,000 residents (mortality rate: 13.1/100,000 (2002) and 12.1/100,000 (2003)). In 2007 the value of mortality rate fell from 12.7 to 10.7 per 100,000 residents in Lubelskie Region and 10.7 to 9.3 per 100,000 residents in Poland. According to the dats included in the brochure published by the Central Statistical Office Basic Information on the Demographic Development of Poland until 2012, the Lublin region belonged to one of the four regions where a rapid decrease in population was observed [5, 9, 10] . The exact relative numbers of suicidal deaths in the area of the Lublin region and in Poland are calculated by the Central Statistical Office, whereas the rough results of the mortality rates are presented in Table 1 .
Further, in order to analyse the distribution of suicides over the study period in respective areas of the Lubelskie Region, a collation of data in twenty districts of the Region was prepared (Tables 2 and 3) .
Over the period of 11 years, the largest number of deaths was recorded in the Lublin District -13.7% of the total number of suicidal deaths in the Lublin Region, which amounts to the deaths of approximately 22 people per 100,000 residents according to the average value of the mortality rate. The lowest percentage was observed in the Janów District (1%) -the death of 1 person per 100,000 residents. The mortality rate indicated suicidal deaths of approximately 16 people per 100,000 residents in the Zamość District and comparable suicidal death rates of approximately 13 people per 100,000 residents in the districts of Biała Podlaska and Chełm. These districts are characterised by a similar area and population. The lowest percentage of suicidal deaths was observed in the Łęczna (1.6%; approx. 2 people/100,000), Parczew (1.4%; approx. 2 people/100,000) and the aforementioned Janów Lubelski District (1%). It should be emphasised that the Lublin District is the largest in the region, while the Janów District is one of the smallest, which explains the considerable difference in the number of suicides.
In Biała Podlaska, the highest suicide rate was recorded in 2000 (33) and in 2003 (35), while the lowest was observed in 2010 (9) . From 2003, the number of deaths by suicide was consistently decreasing. In the Biłgoraj District, the year 2003 stood out with 21 suicides recorded, while the remaining years saw a lower rate. In Chełm, the highest suicide rate was observed from 2000 to 2005 and was 34 deaths on average. From 2006, the number of deaths decreased twofold, and this trend continued until 2010. In the Hrubieszów District, the number of suicides was consistently rising until 2010. The highest suicide rate was recorded in 2002 (24), 2004 (25), and 2010 (22), which was alarming, considering that this district is one of the smallest in the Lubelskie Region. In the Janów Lubelski District, the highest suicide rate was observed in 2000 (6) . The following years show a continuous decrease in the number of deaths by suicide, which fell to zero in 2010.
In the Krasnystaw District, the number of deaths over the 11-year period remained at a similar level. A particularly significant year was 2004, with three times more suicides (31) than in any of the other years. In the Kraśnik District, from 2003, over the following 2 years, and in 2007 and 2008, the suicide rate was roughly three times higher than that for the remaining years of the study period. In the Lubartów The value of mortality rate for suicides A quantitative analysis of this phenomenon does not fully reflect its scale, as the districts vary in size and population. Therefore, the next step was to pro- vide an analysis of suicides in selected district towns to present the phenomenon more clearly. In order to present the suicide phenomenon more accurately, the analysis covered towns and cities with populations ranging from 20 thousand to 349 thousand (Table 4) . In comparing the scale and trend in suicides over the study period in the selected towns and cities of the Lubelskie Region, the suicide rate per 1,000 residents was used with a view to illustrating the phenomenon more clearly. The data presented in Table 4 show that the highest suicide rates were found in towns with up to 20 thousand residents, such as Tomaszów Lubelski and Hrubieszów, and averaged 0.7/1,000. Another town with a high suicide rate is Zamość, where the rate was 0.3/1000 despite there being 66 thousand residents. In the remaining towns, the average rate did not exceed 0.2/1000. It can be noted that the total number of suicide deaths in Zamość is very similar to that in Lublin, but in this city of 349 thousand residents, the rate did not exceed 0.07/1,000 on average. This is shown in Figure 2 .
There is a noticeable rising trend in Tomaszów Lubelski and in Puławy, while a decrease can be observed in Biała Podlaska and in Kraśnik. Over the 11-year study period, the rate was only subject to slight fluctuations in Lublin.
Another studied factor is the percentage of deaths by suicide by location type.
The analysis of the tendency of suicides over the period of 11 years in the area of the Lublin Region indicates its slight increase. Both in rural and in urban areas the mortality rate due to suicidal deaths in 2000 was lower than in 2010, which was the last year under examination. In urban areas the number of suicidal deaths in 2000 was approximately 12 per 100,000 residents, while in 2010 it increased to approximately 15 people. Rural areas proved to be more endangered with the risk of suicidal deaths according to the mor- The deviation of the values of the rates for both categories of location differed slightly. However, no significant differences were observed as for the average values of the mortality rate (urban areas -SD = 1.84; rural areas -SD = 2.45). The tendency of this phenomenon is at a similar level. No rapid increase or decrease in the number of suicides was reported (Table 5 , Figure 3 ). The comparison of the data provided by the Lublin Municipal Police and the calculation of the mortality rate were made possible owing to the data provided by the Statistical Office in Lublin in the brochure Population and Natural Migration in the Lublin Reg7ion [8] as well as the data from NSP 2011 published by the Central Statistical Of7fi11ce [7, 11] . Another stage in the study aimed at defining the risk group by sex.
In the line chart under analysis presenting the mortality rate due to suicidal deaths by sex of the subjects, there is a clear difference between the two groups. The mortality rates for men in each of the periods under examination is far higher than the value for women. The value of the mortality rate for men is also characterised by a higher standard deviation (SD = 3.3) against the analysis. The opposite sex shows a reverse trend. The mortality rate due to suicidal deaths among the female population decreased slightly from 3.7/100,000 women in 2000 to 2.8/100,000 women in 2010. The exact statistics are presented in Table 6 and Fi7gu11re 4 [7, 11] . Another significant factor in the study was the age profile of the suicide victims. As in the available statis- tical material for the first 3 years the division into age groups was different from that used in the remaining years, the analysis was performed in two stages. Over the course of 3 years, the highest average suicide rate referred to people from 31 to 50 years of age (42.8%), and 51 to 70 (23.8%), while the lowest suicide rate applied to children up to 14 years old (1.3%) and over 15 (1.7%), which is illustrated by Figure 5 . The value of mortality rate for suicides Figure 7 ). To summarise the age analysis of self-destructive behaviours, it can be noted that the proportion of children in the total number of suicide victims is decreasing. The number of deaths among young people in the age groups 20-29, 30-39, and 70+ is variable. There was a decreasing trend in the 40-49 group, while in 51-59-year-olds a consistent increase was observed.
Another factor of analysis was the educational level of people who attempted suicide. The available statistical material for the first 3 years involved total suicide attempts, while from 2003 there was a division into total suicide attempts and deaths by suicide, and from 2003 the data in the table represents deaths. An analysis of the educational level of people who attempt suicide shows that the most at risk are people with primary education, with an average of 26.5%, and those with basic vocational education, with an average of 18.2% ( Figure 6 ). The next position in terms of the educational level was occupied by people with secondary educationthey comprised 7.7% of all suicides on average, and this proportion remained the same for several years. People with higher education represented the lowest proportion of all people who attempted suicide and died by suicide, and their percentage in the total number of deaths in the study period was 1.8% on average.
In an average of 44.7% of all cases, no data were collected on the educational level of the victims (Table 9 , Figure 6 ). The next stage in the study involved an analysis of the method of suicide chosen. These data are shown in Table 10 .
Among the ways to take one's own life, the prevalent one is hanging. Over the 11 years of the study period, hanging was the method in 81.35% of suicides, and the highest percentage was recorded in 2003 (86.5% of all suicides). Another, but much less frequent, method was jumping from a height, which was most often chosen in 2004 and 2005 (6.5% and 6.3% of suicides, respectively). The least popular methods were self-mutilation (2.5% on average) and sleeping pills intake (2%). The increasing number of cases of self-mutilation and pharmacological agent intake in relation to the initial period should be noted. Other methods comprised 6.15% of all attempts (Table 10) . Suicide is an individual phenomenon, caused by various events, illnesses and disorders, and by various social and environmental factors. In order to study suicidal behaviour in depth, it is necessary to analyse the causes of suicide, which allows the determination of suicidal risk groups (Table 11) .
One of the most prevalent causes of suicide was mental disease, accounting for 15.1% of all attempts made within the analysed 11 years. 2003 and 2009, with 17% for each, saw the largest percentage of suicidal acts committed by the mentally ill. In the last 2 years subject to analysis, one can observe a strong downward tendency related to the suicides among mentally ill people. 6%) . The analysis revealed that in nearly half (46%) of the cases, the suicide cause remained undetermined (Table 11 ).
Conclusions
It is of extreme importance to systematically analyse suicidal trends in order to keep pace with the dynamic changes in the social, political and economic conditions which determine the living standards and public health, and also to identify the social pathologies of contemporary civilisation [12] . For preventionrelated purposes, it is important to identify the factors with a potential to increase or reduce the risk of suicide, to determine the suicide risk groups based on social and demographic criteria, to recognise mental disease as the major suicide risk factor, to study the impact of somatic diseases and general medical factors which can be responsible for higher exposure to suicidal behaviour, and, last but not least, to examine what factors can protect against the reference behaviour [13, 14] . Systematic analyses should take place in order to develop special prevention programmes for the identified highrisk groups, and also effective support should be provided to families and individuals who are exposed to suicidogenic behaviour in their environment [15, 16] . It is particularly important to promote mental health in different communities, to prevent mental disorders, to foster mentally healthy behaviour and lifestyle [4] . To develop coping strategies for mentally oppressive circumstances, to support families and elderly people, and also to foster the healthy psychological and sociological development of children and young people and to counteract social pathology [17, 18] . This should entail establishing appropriate facilities to provide counselling and assistance in emergency situations. There is a challenge for the prevention of the phenomenon, which should take suicidal risk factors into consideration.
